
Ks-. ' ,  

(BERC) a t t a c h m e n t  3.1-B.Revision: HCFA-PH-86-20 
. s e p t e m b e r  1986 Page 1 

I	 . . . OHB NO. 0938-0193 

State/Territory: Kansas 

amount DURATION AND SCOPE OF SERVICESPROVIDED 
m e d i c a l l y  NEEDY G R O U P ( S ) :  all medically needy groups 

The following ambulatory services are provided. 

Refer t o  Attachment 3 . 1 - A .  The same scope of s e r v i c e s  i s  
provided t o  themedica l lyneedy as is  provided t o  the 

, ca tegor i ca l ly  needy .  

* D e s c r i p t i o n  provided on attachment. 
P 2 , 

TN No. MS-86-43 
D a t eSupersedes E f f e c t i v e  A p p r o v a l  Date /@,h/&

T N  NO .MS-82-20 
\ HCFA ID: 0140P/010uS 



r. 
?--> Revision: HCFA-PM-91- ( BPD 1 Attachment 3.1-B

‘f 	 1991 Page 2 
OMB NO. 0938 -

State/Terr i tory:  Kansas 

1.  

2. a. 

b.  

c. 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY groups: 

hospi ta lInpa t ien t  se rv ices  other than  those provided i n  an  
i n s t i t u t i o n  for mental diseases. 

/n ­- Provided : /TNo l i m i t a t i o n s  - With l imitat ions* 

Outpat ienthospi ta l  services. 

-/-- Provided : /TNo l i m i t a t i o n s  /mWith l imitat ions* 

Rural hea l th  c l i n i cs e r v i c e s  and other ambulatoryservicesfurnished 
by a r u r a l  , hea l th  c l i n i c  (which are otherwise coveredunder t h e  
plan) . 
/n L7 Provided : /TNo l i m i t a t i o n s  /m With l imi ta t ions*  

Federally qua l i f i ed  health c e n t e r  (FQHC) se rv ices  and other 
ambulatoryservices t h a t  are coveredunder t h e  planand furnished by 
an FQHC i n  accordance with sec t ion  4231 of the State Medicaid Manual 
( HCFA-Pub . 45-41 . 
/n L- Provided : /TNo l i m i t a t i o n s  /=With limitations* 

3. 	 Other laboratory and X-ray services. 
-- Provided: /-/ No l i m i t a t i o n s  - With l imi ta t ions*  

4. 	 a. Nursing f a c i l i t ys e r v i c e s  (other than  services i na ni n s t i t u t i o n  for 
mental diseases) for ind iv idua l s  21 years  of age or older. 
- - ­
/-/ Provided: /-/ No l i m i t a t i o n s  /-/ With l imitat ions* 

b.  	 Early and periodic screening,diagnosticandtreatmentservices for 
individuals under 21 years  of age, and treatment of conditions found. 

-/n ­- Provided : /-/ No l i m i t a t i o n s  /=With l imitat ions* 

c. 	 Family planningservicesand suppl ies  for  ind iv idua ls  of chi ldbearing 
age* 

/n ­- Provided : /-/ No l i m i t a t i o n s  /VWith l imitat ions* 

! * Description onprovidedattachment 

TN# MS-93-22 Approval date 0 5 e f f e c t i v e  Date 7-1-93 Supersedes TN# MS-92-08. 
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.! KANSAS MEDICAID STATE PLAN 

. 


Attachment 3.1 -B 
Page 2a 

Revision: HCFA-PM-93-5 (MB) OMB NO: 
May 1993 

Sta te /Ter r i to ry :  kansas 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED MEDICALLY NEEDY groups: ALL 
MEDICALLY NEEDY GROUPS 

5.a. 	 Physicians ' se rv ices ,  whether furnished i n  the o f f i c e ,  the patients
home, a h o s p i t a l ,  a nursing facil i ty,  or elsewhere. 

Provided : No l i m i t a t i o n s  X With l i m i t a t i o n s  * 
b.  	 Medical and s u r g i c a ls e r v i c e s  furnished by a dent i s t( inaccordance  

wi th  sec t ion  of the  Act). 

Provided: No l i m i t a t i o n s  - With limitations *X .. 



Supersedes  Date  Approval  

J .  

, 
' Revision: HCFA-PH-86-20 (BERC) attachment 3.1-B 

septembers 1986 Page 3 
OKB NO. 0938-0193 

State/Territory: Kansas 


amount DURATION AND SCOPE OF services PROVIDED 
MEDICALLY NEEDY groups All medically needy groups 

6. 	 Medical care and any other type of remedial care recognized under State 

law, furnishedby licensed practitioners within the scope
of their 

practice as definedby State law. 


a.Podiatrists' Services 

-a7 Provided: // No limitations /x/ Withlimitations* 


b. Optometrists' Services 

- - -

B.' Provided: // No limitations a/ Withlimitations* 

c. Chiropractors'Services 


- -
Provided: c/ No limitations*limitations /x/ With 

-. 
d. Other Practitioners' Services 


-
Provided: // No limitations /w Withlimitations* 


7. HomeHealthServices 


a. Intermittent or part-time nursing service provided
by a home health 

when no home health agency exists
agency or by a registered nurse in 

the area. - I 

Provided: // No limitations /D Withlimitations* 


b. Home health aide services provided
by a home health agency.

--/G Provided: // Nolimitations /B Withlimitations* 

c. Medical for use in the 
home. 

-
limitations /x/ With 

supplies, equipment, and appliances suitable 


Provided: // No limitations* 

d. 	 Physical therapy, occupational therapy,or speech pathology and 

by a home health agency
audiology services provided or medical 

rehabilitation facility.
--/wProvided: // No limitations /x/ With limitations* 

*Description provided on attachment. 

1 

/ I 

TN No. MS-8b-43 
Effective [oh/@Date 
a lo. MS-82-20 t 

. HCFA ID: 0140P/0102A 



_ - . Revision: (BERC) ATTACHMENT 3.1-B 
j ' september 1986 Page 4 

OHB NO. 0938-0193 

State/Territory: Kansas 


M O U N T ,  DURATION AND scope OF services PROVIDED 
medically NEEDY groups A l l  medicallyneedy p u p s  

8. Private duty nursingservices. 


9. Clinic
services. 

-

-/cProvided: L/ No limitations /x/ Withlimitations* 

{ 

10. Dental
services. 
 -
-/G Provided: L/ no limitationsWithlimitations* 

11. Physical therapy and related services. 


a. 	 Physical therapy. 
­ -

! Provided: r /  No limitations /x/ Withlimitations* 


b. Occupational therapy. 


-/G Provided: // Bo limitations /x/With limitations* 

c. 	 Services for individuals with speech, hearing, and language disorders 
provided by or under supervision of a speech pathologist or audiologist.--/w Provided: // Eo limitations LG With limitations* 

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses
prescribed by a physician skilled in diseases of the eye Or by an 
optometrist. 

a. 	 Prescribed drugs. 
­-/x/ Provided: // lo limitations /x/ With limitations* 

b. Dentures. 

- -

Provided: // no limitations /x/ Withlimitations* 


*Description provided on attachment. 




- - -- 

--- -- 
-- --- -- - - 

'. Revision: HCFA-PM-86-20 (BERC) Attachment 3.1-B 
' September 1986 Page 5 

OMB NO. : 0938-0193 

State/Territory:Kansas - -d 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY groups : All medically needy groups 

_ _  __-_ e a a-_- ---d- --_1-----

C. Prosthetic
devices. 


- Provided : /-/ No limitations /z,With limitations*/= ­

d .  Eyeglasses. 

7 With limitations*/m Provided: /-/ No limitations /-g 
13. 	 Other diagnostic, screening, preventive, and rehabilitative services,

i.e., other than thoseprovidedelsewherein this plan. 

a. Diagnostic services. 
- I­ i " - /- With/-/ Provided: /-/ No limitations limitations* 

@ Not provided 

b .  Screening services. 

- Provided: /-7 - With/7 - No limitations /'7limitations* 

g Not provided 


C. Preventive services. 


- Provided: /=r NO limitations /7r7 - With limitations* 

/5T7- Not provided 

d .  	 Rehabilitative services. 

@ Provided: /-7- No limitations g Withlimitations* 

/T- Not provided 

14. 	 Services for individuals age 65 or older in institutions for mental 
diseases. 

a. 	 Inpatient hospital services. 

_- V/x/Provided: /7No limitations /=With limitations* 

b.  	 Skilled nursing facility services. 
-

/ E 7  Provided: NO limitations /-/ With- limitations* 



TWMS-89-28  

: Revision : HCFA-PM-86-20 (BERC) Attachment 3.1-B 
September1986 Page 6 

OMB NO. : 0938-0193 

State/Territory: Kansas 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY g r o u p s  All medically needy groups 

c. 	 Intermediatecare facilityservices. 

/xT-/ Provided : /1;77 - No limitations A T  With limitations* 

15. 	 a. Intermediate carefacilityservices(other than such services i n  an 
institutionfor mental diseases)for persons determined i n  accordance 
w i t h  section 1902 (a)(3l)(a)  ofthe Act, t o  be i n  need of such care. 
- - ­/x-/ Provided: / / No limitations / X /  With limitations* 

7 


b .  Including such services i n  a public i n s t i t u t i o n  (or partdistinct 
thereof) for the mentally retarded or persons with related conditions. 

- -
A T  Provided : /-/ No limitations /X-/ With limitations*-

16.. Inpatientpsychiatricfacilityservicesforindividuals under 22 years
of age. 

h-7- Provided : - No limitations - With limitations* 

17 Nurse-midwife services. 

- Provided : /-7- No limitations 7 With limitations* 

Hospice 	care ( i n  accordance with section 1905(0) of the Act). 
- ­

7/x’i-;T Provided: / -/ No limitations /-X /  With limitations* 

/T- Not provided 

*Description provided on attachment. 

c Approval Date12 Effective Supersedes MS-88-39 



.. . 
HCFA-PM-94-4Revision: (MB) Attachment 3.1-B 

APRIL 1994 Page 7 

.- .. . STATE SOCIAL SECURITY ACTPLAN UNDER TITLE XIX OF THE 
i 

State/Territory: Kansas 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY g r o u p s  

" 19. Case managementservicesandTuberculosisrelatedservices 

a. 	 Case management services as defined in, and to  the groupspecified in, 
Supplement 1 to  ATTACHMENT3.1-A (in accordance with section 
1905(a) (19) or section 1915(g) of  the Act) .  

-x Provided: -X With limitations* 

- Notprovided. 

b. 	 Specialtuberculosis (TB) relatedservicesundersection 1902(z)(2)(F)of 
the Act. 

- Provided: - Withlimitations" 

-X Not provided. 

20. Extendedservices for pregnantwomen 

a. 	 Pregnancy-related and postpartum services for a 60-day period after the 
pregnancy ends and any remaining daysin the monthin which the60th 
day falls. 

+ 
-X Provided: - Additionalcoverage 

b. Servicesforother conditionsmayany medical that complicate 
pregnancy. 

-X Provided: - Additionalcoverage 

+ +  

- Notprovided 

+ -f-	 Attached is adescriptionofincreases in coveredservicesbeyond 
limitationsforallgroupsdescribed in thisattachmentand/orany 
additional services provided to pregnant women only. 

i 

..­
jan 1 9  1s 

TN#MS-94-23 Approval Date Effective Date 19I -dkks u p e r s e d e s  



Revision: (MB) Attachment 3.1 -BHCFA-PM-94-4 
APRIL 1994 Page 7b 

. STATE PLAN UNDER TITLE XIX OFTHE SOCIAL SECURITY ACT 

State/Territory:Kansas 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY g r o u p s  

21. Certifiedpediatric or familynursepractitioners'services. 

-X Provided: - No limitations X Withlimitations* 

- Notprovided. 

+ 	 Attachedis a list of majorcategories of services (e.g., inpatient 
hospital, physician, etc.) and limitations on them, if any, that are 
available as pregnancy-related services or services for any other 
medical condition that may complicate pregnancy. 

+ + 	 Attached is a description of increases in covered services beyond 
limitations for all groups described in this attachment and/or any 
additional services provided to pregnant women only. 

* Description provided on attachment. 

AUG 0 1 %lCM jul 0 1 1w 
Approval SupersedesEffective nothingTN#MS-94-10 Date Date TN# 



Revision: fTCFA-PM-87-4 (BERC) attachment 3 1-B 
Page ' march 1987 8 

! OHE NO. 0938-0193 

State/Territory: Kansas 

MOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
medically NEEDY g r o u p s  A1 1 medical I v  needy groups 

.,22. 	 Respiratory care services (in accordance with section 1902(e)(9)(A)

through (C) of the Act). 


-/rProvided: -/7NO limitations -/-i With limitations* 

I/cNot provided. 
23. 	 Any other medical care and any other type of remedial care recognized 

under State law, specifiedby the Secretary. 


a. Transportation. 

-

/ X /  Provided: Ll No limitations /x/ With limitations* 

b. Services
/
of Christian Science nurses. 

-
/ / Provided: L/ No limitations L/ Withlimitations* 

\ X I  Not provided

c. Care and services provided in ChristianScience sanitoria. 

- - ­

/ / Provided: L/ No limitations L/ Withlimitations* 

13 Not Provided

d. Skilled nursing facility services provided for patients under
21 years 

of age. 


-
/x / Provided: L/ lo limitations &/ With :limitations*-

e. Emergency hospital services. 

-

-.1x1 Provided: L/ No limitations /x/ With limitations* 

f. Personal care services in
recipient's home, prescribed in accordance 

with a plan of treatment and furnishedby a qualified person under 

supervision of a registered nurse. 

- - ­

/X /- Provided: L/ No limitations /x/ With limitations* 

- I . .  
TN NO. w - 2 7  

Date &!&& (1 87 EffectiveSupersedesApproval Date ?/,/i? . .  

,TNN ~ .  
HCFA ID: 1042P/0016P 


